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A Preliminary Randomized 
Controlled Evaluation 
of a Universal Healthy 
Relationships Promotion 
Program for Youth
Deinera Exner-Cortens1, David Wolfe2,3,  
Claire V. Crooks3, and Debbie Chiodo2,3
Abstract
Bullying and mental health problems are pressing concerns for adolescents. Given 
their burden, we need to find efficacious ways to prevent these experiences. However, 
existing prevention programs tend to be single-issue and may not focus on the universal 
capacities required to reduce these problems among youth. To this end, we evaluated 
the universal, small groups Healthy Relationships Plus (HRP) program, which focuses on 
the promotion of positive mental health and the reduction of bullying and substance 
misuse. A sample of 212 youth from Southwestern Ontario were randomly assigned 
to the HRP or an attention-control condition over an 8-day period during summer 
2014. Primary outcome measures (i.e., most important outcomes for this evaluation) 
were positive mental health, bullying victimization/perpetration, and substance 
misuse (alcohol, marijuana). We also examined a mediator (help-seeking) and two 
moderators (sex, adverse childhood experiences) of main effects. Participation in 
HRP was associated with reduced odds of physical bullying victimization at 1-year 
follow-up, compared with adolescents in the attention-control condition. This finding 
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was mediated by increased intention to seek help from a mental health professional 
following HRP participation. We did not find main effects for positive mental health 
or substance misuse in this sample; however, there was an interaction effect whereby 
youth with significant trauma experiences reported less marijuana use at 1-year 
follow-up compared with control students. Findings reiterate the importance of help-
seeking for bullying prevention and demonstrate the preliminary efficacy of the HRP 
as a universal strategy for preventing bullying victimization among mid-adolescents 
within school and community settings.
Keywords
adolescence, bullying, mental health, prevention, substance misuse
Introduction
Universal approaches that promote adolescent well-being are a critical part of tiered 
school mental health strategies (Short, 2016; Stephan, Sugai, Lever, & Connors, 
2015). For middle school students, important targets of universal school mental health 
programs include social-emotional learning competencies and healthy relationships 
skills (Freeman, King, & Pickett, 2016; Greenberg, Domitrovich, Weissberg, & 
Durlak, 2017). Furthermore, as universal programs are designed to be offered to all 
students (i.e., are not based on the presence of any particular risk factor or diagnoses), 
current evidence suggests that integrated, prevention science–based approaches may 
be especially promising for improving population health. Through integrated 
approaches (i.e., approaches that target common risk and protective factors underlying 
multiple domains), universal programs can address multiple outcomes and also build 
the competencies needed to engage in healthy, respectful relationships with peers and 
dating partners (Wolfe, Jaffe, & Crooks, 2006). In this regard, we evaluated an inte-
grated, universal healthy relationships approach to promoting positive mental health 
and preventing substance misuse and bullying among Canadian adolescents.
Domain-Integrated Prevention Programs
Adolescent mental health problems and substance misuse are prevalent public health 
concerns in Canada and elsewhere. Poor mental health is prevalent among adolescents 
(Freeman et al., 2011; Perou et al., 2013) and many mental health issues have their onset 
in the adolescent period (Auerbach et al., 2018). Furthermore, national Canadian data 
indicate that 19% to 30% of adolescents report past month binge drinking and that 21% 
to 37% report lifetime marijuana use (Young et al., 2011). Bullying is also a common 
experience in adolescence. Data from the Health Behavior in School-Aged Children 
survey indicate that one in four youth in Canada experienced bullying behavior at least 
twice a week in the past 2 months, and that the number of students experiencing bullying 
significantly increased between 2006 and 2014 (Freeman et al., 2016). A growing body 
of literature also demonstrates the association of bullying experiences with a number of 
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adverse mental health outcomes, including substance use, depression/anxiety, and sui-
cidal ideation (e.g., Klomek, Marrocco, Kleinman, Schonfeld, & Gould, 2007; Ttofi, 
Farrington, & Losel, 2011).
However, despite a noted overlap in outcomes, the majority of universal prevention 
programs for adolescents focus on single problem issues (e.g., bullying, substance 
misuse). Yet, many adolescent risk behaviors arise from common root causes and as 
such can be considered linked. For example, considering the individual level, Jessor’s 
(2016) problem behavior theory suggests that these multiple risk behaviors are linked 
by underlying risk and protective factors, including biology/genetics, the social envi-
ronment, the perceived environment, personality, and behavior. At the interpersonal 
level, Wolfe et al. (2006) argue that adolescent risk behaviors are linked through how 
they are embedded in relationships with peers, parents, and social others, and thus by 
focusing on the importance of healthy interpersonal relationships, multiple risk behav-
iors can be targeted at the same time. Finally, incorporating macro-level factors, an 
intersectionality approach demonstrates that these behaviors are linked through the 
individual’s experience of multiple and overlapping systems of oppression (Cole, 
2009). As such, creating integrated prevention programs focused on multiple health 
risk behaviors with common root causes (i.e., as opposed to single-issue programs) is 
increasingly recognized as an efficacious approach to health promotion (Catalano, 
Hawkins, Berglund, Pollard, & Arthur, 2002; Hale, Fitzgerald-Yau, & Viner, 2014). 
When considering common risk and protective factors as part of an integrated 
approach, emerging evidence documents that healthy relationships skills and capaci-
ties are foundational for promoting well-being among middle school students (Pepler 
& Craig, 2011; Wolfe et al., 2006). Given the importance of social-emotional learning 
competencies to the ability to engage in safe, supportive, and violence-free relation-
ships (Exner-Cortens, Wells, Lee, & Spiric, 2018a), many healthy relationships pro-
grams focus on the promotion of social-emotional competencies as core program 
components (e.g., Crooks, Zwarych, Hughes, & Burns, 2015).
The presence of healthy relationships is related to fewer mental health problems 
(Freeman et al., 2016), including substance use (Ttofi, Farrington, Losel, & Loeber, 
2011), and healthy relationships strategies also directly target bullying prevention 
through their focus on power and aggression (Pepler & Craig, 2011). Healthy relation-
ships approaches also recognize how peers are implicated in adolescent well-being, 
both through influence on risk-taking behaviors (Gardner & Steinberg, 2005) and 
through promotion of social support and health promotive behaviors (Gulliver, 
Griffiths, & Christensen, 2010). Overall, a relationship promotion strategy can be suc-
cessful at reducing adolescent risk behaviors because it engages youth in making 
healthy choices, and anchors these choices in the context of their relationships with 
peers, romantic partners, and adults (Wolfe et al., 2006). Finally, as part of a tiered 
mental health strategy, universal healthy relationships approaches can help meet Tier 
1 goals for improving school climate and culture by promoting the skills and capaci-
ties required for inclusive, respectful environments (Exner-Cortens et al., 2018a).
In sum, although adolescence is a period with increased vulnerability for engage-
ment in risk behaviors, it is also a time for building positive assets and skills, and both 
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risk and asset building occur within the context of relationships. Thus, prevention 
programs can simultaneously encourage healthy adolescent development and the 
reduction of negative health risk behaviors by focusing on the importance of relation-
ships (Wolfe et al., 2006, 2009).
Healthy Relationships Plus (HRP) Program: Theory and Overview
Given the theoretical promise of such integrated healthy relationships approaches, this 
article presents a randomized controlled evaluation of the HRP program. The HRP 
focuses on healthy relationships as a health promotion and harm reduction strategy for 
multiple adverse health outcomes, including mental health problems, substance mis-
use, and bullying, in adolescence (Figure 1). To simultaneously promote assets and 
reduce risk factors, the intervention is grounded in both competence enhancement 
(e.g., through promoting communication skills) and social resistance skills training 
(e.g., through analyzing media portrayals of substance use; Botvin & Griffin, 2004). 
The program also draws on social learning theory (Bandura, 1977), recognizing the 
importance of building self-efficacy around the social skills needed to reduce harm, as 
well as the theory of planned behavior (Ajzen, 1991).
The HRP is a small groups program designed to be implemented with adolescents 
aged 14 to 18 years in school or community settings. The HRP utilizes core components 
from the evidence-based, Canadian Fourth R program, a classroom-based healthy rela-
tionships promotion and dating violence prevention curriculum (Crooks et al., 2015; 
Crooks, Scott, Ellis, & Wolfe, 2011; Wolfe, Crooks, Chiodo, Hughes, & Ellis, 2012; 
Wolfe et al., 2009). However, the HRP adds more extensive skills practice and small-
group interactions over 15, 1-hr lessons to help youth develop effective and healthy 
responses to risk-taking situations and also has greater emphasis on mental health (Figure 
1). The HRP was designed to be flexible in delivery (per requests from community part-
ners and implementers of the Fourth R) to reduce barriers to implementation: HRP can 
be delivered during the school day as a class-based universal intervention or delivered 
outside of class time as a universal, small groups program. Lessons within the program 
are also designed to be offered in a flexible format to best meet the needs of program 
implementers (e.g., lessons can be offered over the course of 15 weeks or in a condensed 
1-week camp format). For more information on the program, see www.youthrelation-
ships.org.
Current Study
Based on prior evaluations of the Fourth R program, we anticipated that participants 
in the HRP would demonstrate significant and lasting changes in health risk behaviors 
and positive social skills. To address these questions, we examined 12-month follow-
up outcome data from a randomized controlled trial of the HRP. Our primary hypoth-
eses were that HRP participants (compared with youth in an attention-control 
condition) would show
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Hypothesis 1: Positive change in past-month positive mental health from pretest to 
12-month follow-up.
Hypothesis 2: Reduced odds of past-month binge drinking and marijuana use from 
pretest to 12-month follow-up.
Hypothesis 3: Reduced odds of past-month physical bullying victimization and 
perpetration from pretest to 12-month follow-up.
As well, we sought to examine for whom the program was effective, which involved 
assessing intraindividual differences that might moderate program effectiveness, an 
Figure 1. Overview of the HRP program.
Note. HRP = Healthy Relationships Plus.
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increasingly important approach in prevention science (Guerra, Boxer, & Cook, 2006). 
Given past work demonstrating sex differences in Fourth R program outcomes (Wolfe 
et al., 2009) and differential program impacts for youth with a trauma history (Crooks 
et al., 2011), we chose to specifically examine sex and adverse childhood experiences 
as potential moderators of HRP outcomes. In addition, to understand the mechanism 
of program effects, we examined help-seeking (a key target of program activities; 
Figure 1) as a potential mediator of treatment–outcome relationships (Rickwood, 
Deane, Wilson, & Ciarrochi, 2005).
Method
Participants
Participants were recruited from five high schools in a medium-sized city in 
Southwestern Ontario, Canada. Administrators at participating schools had an existing 
relationship with the researchers and expressed willingness to participate in the study. 
Students were invited to participate by their school guidance counselor through regu-
lar announcements and posters in the guidance office. To be eligible, students needed 
to be in the ninth or 10th grade, available for the entire duration of the program offer-
ing, and not identified by their school guidance counselor as posing a serious safety 
risk to themselves or others (this criterion was added at the request of the participating 
schools). Of the 222 participants randomized to condition, approximately two thirds 
were female (Figure 2). The retention rate across the study was 90.6% (Figure 2).
Study Design
Participants were randomized to treatment and control groups, using school, grade, 
and sex as stratification variables. Specifically, prior to randomization, participants 
were stratified by school (four levels1), grade (two levels), and sex (two levels). 
Randomization was then conducted within each of the defined strata (e.g., Grade-9 
girls from School 1). Stratification reflects the school-based recruitment strategy and 
the desire to balance groups by grade and sex. Following randomization, participants 
were allocated to the HRP or to an attention-control condition designed for this study 
(Figure 2; Supplemental Material). Across all involved schools, 14 groups (seven 
treatment, seven control) were offered simultaneously to 212 students. Additional 
details on the two conditions are available as Supplemental Material.
Procedures
At each school, information about the project was presented to students in an assembly 
and in daily school announcements. Guidance counselors gave a package containing 
study information, parental consent and youth assent documents, and a parent question-
naire to all students who expressed interest in the project. Given the significant time com-
mitment for participation, students received compensation for completing the research 
(Can$225 total over the course of the five outcome and eight process evaluation surveys), 
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Figure 2. CONSORT flow diagram.
Note. HRP = Healthy Relationships Plus.
aThus, baseline assessment (T0) data were collected from 108 individuals allocated to the treatment 
condition, and so 108 individuals were included in intent-to-treat analysis. Two individuals dropped out 
of the program following T0. However, one of these two individuals still completed the T1 assessment, 
such that 107 individuals completed at Tl.
bThus, T0 data were collected from 104 individuals allocated to the control condition, and so 104 
individuals were included in intent-to-treat analysis.
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as well as bus tickets to get to and from the program each day (if needed). We adminis-
tered the baseline assessment (T0) on the day prior to the start of both conditions.
Posttesting (T1) immediately followed the conclusion of the program. Pre- and 
posttests were administered by computer at all but one school where surveys were 
administered on paper. Follow-up surveys were administered at 4 months (T2), 8 
months (T3), and 12 months (T4) after the program. Follow-up surveys were sent to 
students by email and completed online at the student’s home or school. Because this 
study is focused on the primary outcome measures, only data collected at T0, T1, and 
T4 are reported.
On each day of the program, we also collected process evaluation information 
from both youth and facilitators. Specifically, youth completed daily feedback sur-
veys asking for their thoughts on the day’s activities and, on the final day of the 
program, were asked to answer additional questions on things they learned during 
the program and for their overall thoughts. Facilitators completed daily youth atten-
dance/engagement checklists and activity fidelity checklists, as well as an end-of-
program implementation survey. Overall, the activity fidelity checklists in this 
project indicated that fidelity was high (i.e., on average, facilitators implemented 
90% of HRP activities). For more detail on process evaluation tools and findings, 
see Supplemental Material.
Measures
Outcomes. We assessed positive mental health at T0 and T4 using the Mental Health 
Continuum–Short Form (MHC-SF), which uses 14 items to capture emotional (e.g., 
“How often did you feel happy?”), social (e.g., “How often did you feel that you had 
something important to contribute to society?”), and psychological (e.g., “How often 
did you feel good at managing the responsibilities of your daily life?”) well-being dur-
ing the past month (1 = never to 6 = every day; alpha, T0 = .94). This scale has evi-
dence of reliability and validity in an adolescent sample (Keyes, 2005). Responses 
across all items were averaged to create the total score, with higher scores indicating 
more positive mental health.
We assessed bullying at T0 and T4 using the Bullying Evaluation and Strategies 
Tool (BEST; PREVNet, 2014). Respondents were asked to report any physical, verbal, 
social, or electronic bullying that they experienced or perpetrated in the past month 
(0 = never to 3 = at least once a week). Bullying was indicated by the experience of 
any physical bullying because physical bullying in this sample was an indicator of 
more serious involvement with bullying in the past month. For example, over 80% of 
those reporting physical bullying reported at least two other forms of bullying, as well. 
Because of the sample distribution, physical bullying was dichotomized for analyses 
(1 = bullying experienced, 0 = no bullying).
Substance misuse was indicated at T0 and T4 by two variables: any binge drinking 
in the past month (1 = yes, 0 = no) and any marijuana use in the past month (1 = yes, 
0 = no). These variables were taken from the Youth Risk Behavioral Surveillance 
Exner-Cortens et al. 9
Survey (Centers for Disease Control and Prevention, 2011), a survey with demonstrated 
reliability in adolescent samples (Brener, Collins, Kann, Warren, & Williams, 1995).
Mediator. We assessed intentions to seek help from a variety of individuals (e.g., 
friend, mental health professional, doctor) at T1 using the General Help-Seeking 
Questionnaire (GHSQ; Wilson, Deane, Ciarrochi, & Rickwood, 2005). Based on the 
content of the HRP (Figure 1), intention to seek help from a mental health professional 
was chosen as the mediator variable for this study. Responses to this question were 
measured on a 4-point scale (1 = very unlikely to 4 = very likely). Higher scores indi-
cate greater intentions to seek help. This scale was developed to assess help-seeing 
intentions in adolescent samples (Wilson et al., 2005).
Moderators. Adverse childhood experiences (ACEs), including physical, emotional, 
and sexual maltreatment; neglect; and witnessing domestic violence during the partici-
pant’s lifetime, were assessed at T12 using 10 items from the Adverse Childhood Expe-
riences study. A dichotomous score was created, indicating whether the participant had 
experienced four or more ACEs. The cut point of four was chosen based on prior 
research demonstrating that the experience of four or more ACEs is associated with 
greatly increased health risk (Felitti et al., 1998). Eighteen percent of the sample (n = 
38) had experienced four or more ACEs during their lifetime.
Sex at birth was reported by the participant’s parent on study recruitment material 
(0 = male, 1 = female).3
Demographics. We included grade (nine or 10), age on the baseline assessment day, 
population group (White vs. non-White), pubertal development, family structure (two-
parent home vs. other structure), and socioeconomic status, as indicated by the highest 
level of parent education (four levels). Grade, age, population group, family structure, 
and socioeconomic status were assessed by parent report on the study recruitment 
material. Pubertal status was assessed via student report using four sex-specific items 
(Foster, Hagan, & Brooks-Gunn, 2004), based on items in the Pubertal Development 
Scale. Each item was standardized to M = 0 and SD = 1, and then averaged. Higher 
scores indicate more advanced development compared with same-sex peers in the 
sample (Table 1).
Analysis
We explored T0 data through bivariate analyses to investigate baseline equivalency, 
using χ2 or t tests as appropriate. Associations with outcome variables at T4 were 
explored using structural equation models in MPlus v.7 (Muthén & Muthén, 2010). 
Intent-to-treat analyses were used, and missing data were handled using full infor-
mation maximum likelihood (Muthén & Muthén, 2010). The main predictor for all 
models was group status (treatment vs. control). All models controlled for school, 
grade, and sex (i.e., the three stratification variables); population group; and the 
outcome variable at T0. Mediation was explored using bias-corrected bootstrap 
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confidence intervals (CIs) in MPlus v7 (MacKinnon, Lockwood, & Williams, 
2004). Moderation was explored in MPlus v7. If a significant interaction was found, 
probing of simple slopes for dichotomous outcomes was conducted using the 
PROCESS macro (v.16) for SPSS (Hayes, 2013). Results for this study were evalu-
ated at the p < .05 level.
Results
Baseline Equivalence
As shown in Table 1, the treatment and control groups were well-balanced at baseline. 
Equivalence was found on all demographics except population group, with a higher 
percentage of the control group reporting White population group (Table 1). To address 
this imbalance, all multivariate models included population group as a covariate. All 
outcome variables were balanced at baseline except for binge drinking, which was 
more likely to be reported by the control group (Table 1). All putative mediators and 
moderators were balanced at T0.
Table 1. Baseline Characteristics of the Full Sample at T0 (n = 212).
Variable
Treatment group 
(n = 108)
Control group 
(n = 104) p value
Demographics
 Sex: % (n), female 68.5 (74) 65.4 (68) .628
 Grade: % (n), Grade 9 50.0 (54) 50.0 (52) 1.00
 Age: M (SD) 15.53 (0.61) 15.49 (0.56) .662
 Population group: % (n), White 71.0 (76) 82.5 (85) .049
 Pubertal development: M (SD) 0.098 (0.95) –0.099 (1.04) .152
 Family structure: % (n), two-parent home 40.7 (44) 41.3 (43) .929
 Socioeconomic status: % (n), parent 
education high school or less
17.9 (19) 14.0 (14) .786
Outcomes
 Positive mental health: M (SD) 3.98 (1.14) 3.92 (1.14) .732
 Physical bullying victimization: % (n), yes 29.6 (32) 22.5 (23) .243
 Physical bullying perpetration: % (n), yes 12.0 (13) 5.8 (6) .115
 Any binge drinking in past month: % (n), yes 9.3 (10) 20.2 (21) .026
 Any marijuana use in past month: % (n), yes 13.1 (14) 12.5 (13) .899
Mediator
 GHSQ, Mental health professional: M (SD) 2.24 (1.03) 2.08 (0.87) .215
Moderators
 Adverse childhood experiences: % (n), > = 4 17.0 (18) 19.6 (20) .624
Note. T0 = baseline assessment; GHSQ = General Help-Seeking Questionnaire.
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Main Effects
Main effect models are shown in Table 2. The only significant effect of the treatment 
condition was on bullying victimization at T4: compared with control group participants, 
treatment group participants had 0.34 times the odds of bullying victimization 1 year fol-
lowing the program (Table 2). There were no main effects of the program on positive 
mental health, bullying perpetration, or substance misuse.
Mediation Effects
Mediation analyses were conducted to understand the main effect of the HRP on bul-
lying victimization. In bivariate analyses (t tests), physical bullying victimization at 
T4 was related to lower intention to seek help from a mental health professional at T1 
(p = .036), while being in the treatment group was associated with greater intentions 
to seek help from a mental health professional at T1 (p = .007). In multivariate mod-
els, intention to seek help was part of an indirect effect, IE = –.13, bias-corrected 
bootstrap 95% CI = [–0.47, –0.001]; Figure 3. This suggests that the reduced likeli-
hood of physical bullying victimization for treatment group participants was explained 
by their intentions to seek help from a mental health professional following the 
program.
Table 2. Regression Results for Program Outcomes (n = 187).
Treatment, % (n) or M 
(SD)
Control, % (n) or M 
(SD)
aOR (95% CI) or b 
(95% CI) T0 T4 T0 T4
Past month 
positive mental 
health
3.98 (1.14) 4.16 (1.14) 3.92 (1.14) 4.15 (1.22) 0.003 [−0.28, 0.28]
Any past month 
physical bullying 
victimization
27.1 (26) 10.5 (10) 21.3 (20) 22.9 (22) 0.34 [0.14, 0.84]
Any past month 
physical bullying 
perpetration
11.5 (11) 8.4 (8) 5.3 (5) 8.4 (8) 0.91 [0.29, 2.88]
Any past month 
binge drinking
10.4 (10) 26.6 (25) 20.8 (20) 24.2 (23) 1.91 [0.84, 4.33]
Any past month 
marijuana use
14.6 (14) 13.5 (13) 17.9 (17) 18.9 (18) 0.93 [0.40, 2.20]
Note. All models controlled for sex, grade, school, population group, and the outcome at T0. Bold text 
represents a significant finding at the p < .05 level. T0 = baseline assessment; T4 = follow-up survey 
administered at 12 months after the program; aOR = adjusted odds ratio; CI = confidence interval.
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Moderation Effects
Sex. There were no significant Sex × Group interactions for any of our outcome 
variables.
Adverse childhood experiences. There was a significant interaction effect between treat-
ment group and ACEs for marijuana use at T4 (adjusted odds ratio [aOR]int = 0.094, 
95% CI = [0.010, 0.85], p = .035). Post hoc probing of this interaction revealed both a 
between- and within-groups effect. Between groups, individuals in the control group 
who reported four or more ACEs in their lifetime were somewhat more likely to use 
marijuana at T4 than individuals in the treatment group with four or more ACEs 
(aORTreatment = 0.18, 95% CI = [0.027, 1.17], p = .07; Figure 4a). Within-groups, con-
trol group participants with higher ACEs scores had somewhat higher odds of marijuana 
use at T4 than control group participants with lower ACEs scores (aORACEs≥4 = 4.10, 
95% CI = [0.97, 17.29], p = .06; Figure 4b). However, the cell sizes for this analysis 
were very small, and thus these findings should be interpreted as preliminary only. There 
were no significant ACEs × Group interactions for positive mental health or bullying.
Discussion
We conducted a preliminary randomized controlled trial to determine if participation 
in the universal HRP was associated with improved mental health and reductions in 
substance misuse and bullying victimization and perpetration, as compared with a 
strong attention-control condition. In this nonclinical sample of mid-adolescents, par-
ticipation in the HRP was associated with significantly lower odds of physical bullying 
victimization 1 year later, and this effect was mediated by increased likelihood to seek 
help from a mental health professional following the program. Thus, hypotheses were 
partially confirmed.
Contrary to Hypothesis 1, we did not find either a main or subgroup effect for positive 
mental health in this sample. HRP content focuses on understanding stressors, signs, and 
symptoms of mental health issues, and the promotion of help-seeking (Figure 1). We did 
Figure 3. Mediation effect.
Note. One-headed arrows represent tested paths. Numbers are listed as unstandardized coefficients. 
HRP = Healthy Relationships Plus.
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find that, immediately following the program, intervention participants were signifi-
cantly more likely to report greater intentions to seek help from a mental health profes-
sional. However, this intention did not translate into improved positive mental health. 
The lack of a main effect for mental health may be because both groups’ mental health 
Figure 4. Interaction between ACEs and group for marijuana use at T4: (a) between groups 
(light gray line = control condition, dark gray line = treatment condition) and (b) within 
groups (light gray line = four or more ACEs, dark gray line = less than four ACEs).
Note. ACEs = adverse childhood experiences; T4 = follow-up survey administered at 12 months after 
the program.
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improved slightly over the course of the year or because positive mental health status at 
baseline in this nonclinical population was already fairly good, resulting in a ceiling 
effect. For example, we had limited power to detect effects in subgroups that may have 
had worse mental health at baseline (e.g., adolescents with four or more ACEs). Indeed, 
when the HRP was recently evaluated in higher risk groups of youth using a within-
groups design, there were associations with reduced depression, particularly for those 
starting with higher levels (Lapshina, Crooks, & Kerry, 2018).
We also did not find a main effect for substance misuse in this sample, as predicted 
by Hypothesis 2. The treatment group was significantly less likely to have participated 
in binge drinking at baseline but, by 1-year follow-up, appears to have caught up with 
their control group counterparts and both the control and treatment groups increased in 
drinking over the follow-up period. While this increase in drinking is developmentally 
expected (Schulenberg & Maggs, 2002), it suggests no impact of intervention on drink-
ing in this sample. In terms of marijuana use, the treatment group did decrease slightly, 
while the control group increased slightly (Table 2); however, this effect was not sig-
nificant. When subgroups were analyzed, control group participants with a more severe 
trauma history were somewhat more likely to use marijuana at 1-year follow-up than 
treatment group participants with this same history, suggesting a potential protective 
effect for these more vulnerable youth. While this aligns with prior findings of a protec-
tive effect of Fourth R programming for maltreated youth (Crooks et al., 2011), this 
finding should be interpreted as preliminary due to the small sample size.
As predicted by Hypothesis 3, we did find an impact on physical bullying victimiza-
tion in this sample. We coded bullying victimization as any experience in the past month, 
as we did not have the power to look at bullying as an ordinal variable, and the coding 
we used is typical in bullying research (e.g., Espelage, Low, Polanin, & Brown, 2015). 
However, an examination of frequencies for the ordinal variable suggests that the treat-
ment effect was the result of reduced victimization across all categories (data not shown). 
We did not find an impact on bullying perpetration in this sample, but this may have been 
due to the small number of youth who reported perpetration at baseline (n = 19 youth).
We also found that the reduction in bullying victimization was mediated by an 
increased intention to seek help from a mental health professional following the pro-
gram. If this intention translated into actual help-seeking, the bullying effect may be 
the result of feelings of increased social support (Hansen, Steenberg, Palic, & Elklit, 
2012), better social competence (Cook, Williams, Guerra, Kim, & Sadek, 2010), or 
improved problem-solving strategies (Wilton, Craig, & Pepler, 2000), all of which are 
linked to reduced risk for bullying victimization and are likely outcomes of seeking 
help from a mental health professional. This finding aligns well with the goals and 
strategies of the program, in that help-seeking is intentionally taught and barriers to 
help-seeking are explored with participants.
Limitations
The most significant limitations to this study were the relatively modest sample size 
(particularly given our interest in looking at subgroup analyses) and the low-risk nature 
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of the sample (which reflects the universal nature of the program). Given our final 
enrolled sample size (N = 212), we had 80% power to detect a medium effect size 
(Cohen’s d) at the p = .05 level (d = .39). Despite significant efforts to recruit youth 
(including adding an additional study site), we were unable to obtain a larger sample 
size. This was likely due to the implementation of the study over the summer session, as 
some students who might have participated were employed, away for the summer, or 
attending summer school. While this provides important information about the feasibil-
ity of running the HRP in a camp-like format, it is likely that implementation during the 
school year (and potentially during the school day) would increase program enrollment. 
The overrepresentation of girls in our sample (~2:1 ratio) also may have affected our 
ability to explore sex as a moderator of program outcomes and may also affect generaliz-
ability of study findings. We also note that, given other data collected in this study (par-
ticularly on executive functioning), we asked about sex at birth and not gender identity, 
which limits our analyses in some ways (i.e., we cannot explore differential outcomes for 
nonbinary individuals). However, in a recent large-scale national implementation study 
of the HRP (Lapshina et al., 2018), less than 2% of the participants reported a nonbinary 
identity, and thus it is unlikely we would have had the power to examine differential 
effects for this important subgroup. The compressed delivery of the program was another 
potential limitation with respect to assessing the possible impacts; although the program 
was designed to be flexible in terms of delivery, and is offered in this condensed format 
in some community-based settings, many skill-building approaches recognize the need 
for spaced practice and time to consolidate new skills and attitudes. Thus, it is possible 
that had the program been offered over an extended period of time, additional outcomes 
may have emerged. This is an important area for future study of this program.
Relevance to the Practice of School Psychology
In this sample of nonclinical mid-adolescents, participation in the HRP was associated 
with significantly lower rates of physical bullying victimization 1 year following the 
program, even when controlling for bullying experiences at baseline and compared 
with a strong attention-control condition. Given the high rates of bullying victimiza-
tion in Canada (Freeman et al., 2016) and the limited availability of effective bullying 
prevention programs for older students (Yeater, Fong, Lee, & Espelage, 2015), this is 
an important finding, and school psychologists may wish to consider incorporating the 
HRP as a Tier 1 resource. This article thus adds to the school psychology evidence 
base, by demonstrating a potential intervention for implementation within the school 
setting, including as part of tiered mental health strategies. The HRP also fits within 
tiered systems designed to promote trauma-informed practice, particularly through its 
focus on social skill development and related potential contributions to positive school 
climate (Chafouleas, Johnson, Overstreet, & Santos, 2016), and through its intention 
to build healthy, safe, and supportive relationships within the school environment 
(Rossen & Cowan, 2013). Attending HRP training could also contribute to advancing 
school psychologists’ knowledge and skills base for universal, trauma-informed, 
healthy relationships intervention for middle school students (a trauma-informed 
focus is specifically included in program training content).
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Mediation analyses suggested that our bullying finding was the result of an 
increased likelihood to seek help from a mental health professional. Help-seeking is 
viewed as a critical piece of bullying prevention (Eliot, Cornell, Gregory, & Fan, 
2010), as adolescents cannot receive the adult support often needed to stop bullying 
until they reach out for this help. This finding is also promising as adolescents are 
generally hesitant to seek help following bullying and may become less likely to seek 
help from an adult with age (Oliver & Candappa, 2007). Thus, participation in the 
HRP may be one way to promote help-seeking—including from school psycholo-
gists—among mid-adolescents as part of tiered school mental health strategies. 
However, to confirm these findings, further evaluation of the HRP with larger samples 
and in different formats is ongoing.
Finally, we note that overall, fidelity in this study was high (as is expected in an 
efficacy study), but that where facilitators were unable to implement all program activ-
ities, time emerged as a key barrier (see Supplemental Material). Time is also a com-
monly reported barrier in past implementation work on other Fourth R programs 
(Crooks, Chiodo, Zwarych, Hughes, & Wolfe, 2008; Exner-Cortens, Spiric, Crooks, 
Syeda, & Wells, 2018b). Thus, as part of planning for HRP implementation, we urge 
school psychologists to examine how the time needs of the program might best fit 
within the school environment (e.g., deciding when and how often to offer the pro-
gram, leaving time for extra sessions at the end) and to be planful about adaptations to 
the program that arise due to time constraints. For guidance on program adaptation, 
school psychologists may wish to review the Fourth R implementation manual for 
examples of this type of work (Crooks et al., 2015; an HRP-specific implementation 
manual is forthcoming). We also encourage school psychologists to use activity fidel-
ity checklists (provided at program training) to track delivery of the program in their 
building, which will allow for making data-informed adjustments and improvements 
to program delivery.
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Notes
1. Two high schools were combined in analyses because students from these two schools 
were combined into one program site based on small numbers from each school.
2. The decision to assess these experiences at posttest (T1) was made to shorten the baseline 
assessment (T0) and because it was assumed that the treatment condition would not affect 
participants’ reports of adverse lifetime experiences.
3. Other sex at birth was also a response option but was not selected by any parent in our 
sample.
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